Dr R P C HandfieldJones (Haddenham, Bucks) The newcomer to general practice has to exchange the orderly calm of the labour ward for the hurly--burly of the Council house bedroom and this can be a painful experience, because he finds himself up against a whole new set of problems that he never had to worry about before. These are not primarily obstetrical, but are problems of organization and method.
As a house-surgeon, he had the help of the nursing staff and could depend on the support of registrar and consultant when in difficulty. In general practice, he must provide himself with instruments and dressings, pack them into bags which he can carry up and down stairs, sterilize them and clean up the mess afterwards. All this in a Council house bedroom, possibly with a bed that sags in the middle and a 50 watt bulb dangling from the ceiling. There is no one in the background to help him out. His only ally is that magnificent woman, the overworked district midwife, without whose experience, common sense and genius for improvisation his life would be impossible.
Childbirth in the home can be made safe for the patient and satisfying for the doctor, if he tackles the twin problems of organization and antenatal care. Good antenatal care is essential. The general practitioner must recognize abnormalities in the earliest stage so that specialist treatment is provided. He must be quite clear in his own mind what he can attempt in the patient's home, and devote his energies to making sure that he never finds himself taking on anything else. I suggest that he should be equipped and experienced to do a low-forceps delivery under local anmsthesia and repair the perineum. On the other hand, he should not try to deliver a breech, struggle with disproportion or deliver twins. If he finds himself doing so it is because his antenatal care has been inadequate. There are, of course, some abnormalities that he cannot foresee, however good his antenatal care, but home is not the place for major obstetrics.
Is home the place for any kind of obstetrics? Or is havingababyoutsidea hospital as antiquated as having one's tonsils out on the kitchen table? I think there is a place and hope there always will be because many women who have had experience of both prefer home. A healthy woman with a decent-home-and a shapely pelvis is physically and emotionally safer at home; she can be certain that she will have with her throughout labour someone she knows and the risk of infection is less. The prese4t-day expedient of 'crowding: 2As matny women as possible into understaff.edhQspitals and discharging them on the third day, can only result in more frightened, lonely. wom, more infection and inertia. Lack of hospital -beds me,ns that some women will have their babies at home,X I agree with Mr Logan Edwards that there,is no place anywhere for dangerous obstetrics. The only person whose feelings count for anything is the ,patient, and her safety and that of her baby must come before any other consideration. I disagree with Mr Logan Edwards that childbirth at homne cannot be made safe. I am sure it can, but it depends on the closest co-operation between general practitioner and specialist. This cooperation is not enhanced by those obstetricians who demand that the general practitioner obstetrician should disappear. To support my claim I have the figures from my practice for the last two and a half years. In this time 130 babies were born in my practice of 2,730 patients; 68 were born at home and 13 in a nursing home under my care. Fourteen women who were initially booked for home confinement were transferred to hospital on medical grounds, only 4 of them during labour. Thirty-five were booked for hospital confinement from the start on medical or social grounds. The flying squad was called to 3 of the 68 women delivered at home. There was no maternal death, but there was one stillbirth, an intrauterine death, for which no cause could be found, at 38 weeks in a multiparous patient booked for hospital confinement. There were no maternal or feetal deaths in the 95 cases originally booked for home confinement.
Statistics on this small scale prove very little, but give no grounds for believing that domiciliary obstetrics is of necessity a dangerous business.
The general practitioner should choose his instruments individually with loving care. They should be sterilized in air-tight containers by dry heat and carried sterile and always ready for use. The midwife will bring much of the necessary equipment. All the instruments are in a tin, sterilized in a thermostatically controlled electric oven sterilizer at 160°C for one hour. At the confinement they must be laid out ready and kept sterile until used. I do this in some quiet corner, such as the bathroom, using a plastic tea tray and sterile dissecting forceps. I like to do a forceps delivery and repair of the' perineum in the lithotomy po'sition and one of the things I Miissed imost,at-first, was some way. of keeping the patient ia this position, comfortably and securely, so that she did&jxcviijc into the Sixtion of:Ge eratPract'ice... .; --.2-w puddle of liquor in the sagging bed. A device has been designed to do this; a horizontal frame goes under the mattress across the bed and posts attach to it. The patient's weight steadies it and her feet are held by straps as on the labour ward bed. It is more comfortable for the conscious patient if the legs are kept inside the posts. The lithotomy frame can be carried about in the boot of the car and fits into any size or shape of bed.
The relationship between the doctor and the district midwife is very important. If the midwife is a trusted ally his life will be easy. She will come to his weekly antenatal clinic, notify him as soon as a patient goes into labour and let him know when the second stage is reached. She will welcome his presence at the confinement, knowing that he is there to deal with any crisis as-soon as it occurs.
The midwife will not take kindly to a young man who expects her to change her ways. What she hates most is the doctor who expects to be called when the second stage starts, deliver the woman and take all the credit for it, leaving the poor nurse, who has been up all night seeing the patient through the first stage, to clear up the mess without having had the satisfaction ofthe delivery. I believe that the doctor should attend the confinement of all his booked cases; he is there to deal with a crisis as soon as it occurs, to suture a small second-degree tear, and he is there to give the Syntometrine while the nurse delivers the anterior shoulder. He should be there, but in the majority of cases in the background, allowing the midwife to have the satisfaction and credit for the actual delivery.
Conduct ofthe Confinement
If antenatal preparation has been careful, labour will not be disturbed by any of the complications that can be foreseen. Heart and lung disease, toxaemia, anemia and rhesus incompatibility should have been recognized in advance. Malpresentation, twins and placenta prnevia will have been referred to a colleague in hospital. Disproportion needs constant vigilance, particularly in the multiparous patient, who may deliver a 7 lb baby at her first confinement, but be unable to deliver an 8 lb baby at her second. It is a good general rule to ask for a second opinion for any patient with a feetal head that is high after thirtysix weeks and which cannot be pushed into the pelvis with the patient standing. It is wise to book for hospital confinement the older primigravida and the multipara for the fifth and subsequent pregnancies, and the patient with a history of third-stage complications. The healthy primigravida with the feetal head deep in the pelvis can be safely delivered at home. However careful the general practitioner obstetrician is with his antenatal care, there are still complications that cannot be foreseen. He will meet these sdocner or later and must plan in advance how he will handle them. They are the inert labour, commonly associated with the posterior position; the prolonged second stage with the head on the perineum; the torn perineum; and post-partum heemorrhage with or without a retained placenta.
The dangers of the inert labour lie in the insidious way in which deterioration occurs. Almost before the obstetrician has accepted that this is no longer a normal case, he has in his care an ill, ketotic woman, who will need intravenous fluids, an oxytocin drip, general anesthesia and a difficult mid-cavity forceps delivery. This is enough to tax the resources of a fully equipped maternity hospital and may end in the ultimate humiliation, a 'failed forceps'. I have no doubt that the right thing is to admit any patient who has been in labour for twenty-four hours without coming to full dilatation.
A quite different proposition is the patient, usually a primigravida, who is too tired to push the head over the unyielding perineum. She should be put into the lithotomy position, the vulva swabbed down with chlorhexidine antiseptic solution, the bladder catheterized and local anasthesia induced with a pudendal block. The head can then be lifted out with Wrigley's forceps after an episiotomy. This is a perfectly safe procedure, done carefully in good light with the right equipment, provided the general practitioner remembers the one golden rule: 'Do not reach for the forceps until you can see the baby's head.' If the head is beginning to separate the labia with each pain there is no doubt the baby can be delivered. The torn perineum should be carefully repaired in layers, starting right from the top of the vaginal part of the tear. Third-stage complications are minimized by looking for and treating anemia during pregnancy. Intramuscular Syntometrine given as the anterior shoulder is delivered is a wonderfully safe and effective measure and should be part of the routine, andcannot be done by the nurse singlehanded. Bloodlost by post-partum haemorrhage should be collected and measured, using milk bottles if no other measure is available. A patient with a retained placenta should of course never be put into an ambulance and taken to hospital.
With the baby in the cot and the placenta in the bucket there is nothing left but to clear up. The midwife will be occupied in washing the patient, so the doctor must clean his own instruments, 1I Section ofGeneralPractice 219 washing them carefully with a nail brush to remove the blood, drying and repacking them for sterilization. Mother and child should be visited as often in the puerperium as the doctor thinks necessary. A full post-natal examination follows at the sixth week, and this is a good opportunity to hand the proud mother a printed card telling her when to bring the baby back for immunization. In this way continuity of care is established from the moment the woman comes to have the pregnancy confirmed, throughout pregnancy and labour, on through the. puerperium and the baby's feeding problems and immunizations: by this time the next pregnancy will probably be under way.
Mr J S Tomkinson (Guy's Hospital, and Queen Charlotte's Maternity Hospital, London) This paper presents some details of the work done by the District Services of Queen Charlotte's Maternity Hospital and of the Obstetric Department of Guy's Hospital. I have been in charge of these two district services since 1953 so it will be convenient to assess their results, and their achievements, during the ten years from 1953 to 1962 inclusive.
The pattern of domiciliary deliveries has been changed by obstetricians who have laid down stricter criteria for the selection of cases suitable for home confinement and have taken from the midwives patients from whom they have often been reluctant to part. For instance, twenty years ago cases of twin pregnancy and breech presentation were knowingly booked for delivery outside hospital and in more recent years the dangers of grand multiparity have become well known.
At both Hospitals, Queen Charlotte's and
Quy's, the number of women delivered in their homes has greatly exceeded the number confined in the hospitals. At Queen Charlotte's the peak was reached in 1908 when 2,169 women were delivered at home and the number has tended to fall from that date. At Guy's Hospital in 1928, 294 were delivered in hospital and 1,384-n-t1e maternity district. During the last decade the number of women delivered at home has averaged 500 a year at Queen Charlotte's and 120 a year at Guy's. The district at Queen Charlotte's is thriving, but at Guy's it became defunct in 1962 because the fall in the number of patients made it impractical to continue.
During the last century there has been an obvious change in the pattern of obstetrics due to changes in social conditions and an awareness of, firstly, the horrors of maternal mortality and secondly and more recently, of the perinatal infant loss. The district service was at first a charity, but now the care is expected as a right under the National Health Service. In some countries home confinements are considered an anachronism; in the British Isles they persist because of-a shortage, of hospital beds and because of the tradition in many parts that a home confinement is preferable.
Compared with the rest of the country, London is well provided with hospital beds for obstetrics, having accommodation for just over 80% of women in labour, leaving 20% to have a home delivery and, whether desirable or not, this will be the arrangement for many years to come.
At all times during the care of the patient there is a very close liaison with the parent hospital. If there is any doubt as to the suitability of the woman to have a home delivery, and if any complication arises during the course of pregnancy, then she is referred to the consultant and may then be transferred to hospital. In labour she may be transferred to hospital for delivery or management of the complications of the third stage. The hospital retains responsibility for the case and if a resident medical officer sees the patient in her own home, he continues to look after the patient when she is in hospital.
During 1956-62, at Queen Charlotte's, 5,450 patients were booked for delivery on the district but 3,715 patients were actually delivered; the difference is 1,735. Of this number, 1,069 were transferred to the hospital for delivery, the remainder either aborted or made other arrangements for their care, so that 22% of those remaining under our care were transferred at some period of the pregnancy or labour to the hospital, not including patients transferred directly from the booking clinic.
The records over the last seven years show an increasing difference between patients booked and patients delivered in the district, indicating a closer scrutiny and more rigid conditions imposed for suitability for a home confinement in recent years. The incidence of hypertension and/or preeclampsia was 2-6%, quite a low figure, and the number of cases with hypertension and/or preeclampsia admitted to hospital from district clinics has not varied significantly during this period. The incidence of antepartum haemorrhage and unstable presentations did not vary, although there was an increase in the number of patients admitted because of a poor obstetric history.
